Palliative Care in the Intensive Care Unit?
It is probably not immediately obvious to those familiar with palliative care for persons in the terminal stages of cancer that acute illness is a time and that the intensive care unit is a place for palliative care. Were this question to be discussed in the form of Medieval Latin disputations or debates, one would first consider the reasons against the proposal that palliative care has a place in the intensive care unit, and these reasons would be introduced under the heading, "Videtur quod non..." or "It would seem not to be the case that..."
The counter argument would then be introduced with the term, "Sed contra..." or "On the other hand and quite to the contrary...'', So, does palliative care have a place in the intensive care unit?
Yidetur quod non...
On first thought, it would seem not. Palliative care in its history, according to prevailing concepts, and in current practice seems to be reserved for the dying. Although patients do die in intensive care units, the general expectation is that those who are acutely ill will, under intensive care, regain their strength and health, and that they will leave hospital to return to everyday living.
Moreover, the intensive care unit is a place where high technology, constant monitoring, and continuing multiple interventions dominate. The intensive care unit is a high action place, and palliative care traditionally enters the scene when the evolution of the sick person's condition indicates that the time has arrived for highaction care to retire to the back of the stage.
Lastly, there is the question of whether there is enough time in an intensive care unit to do the things that are essential in palliative care. The tailoring of palliative care to match the unique symptoms and suffering of chronically ill and dying elderly people (6) . And now, under the initiative of Doctors Rocker, Shemie, and Lacroix, the Journal presents this supplementary thematic issue on palliative care for acute illness; on palliative care in the intensive care unit.
T hree years ago, Armand Mattelart observed that the term "globalization" masks rather than manifests the intricate complexity of the new world order into which we are entering at the end of this century and millennium (2) . We may also reasonably wonder whether the term "palliative care" now masks rather that manifests the many and diverse times and places that call for integrated medical and deeply human attention to the pain, suffering, confusion, and uncertainties of very sick and possibly dying people.
The Extension of Palliative Care
Palliative care, although conceived and created to reverse the neglect of dying cancer patients, is not restricted to the cancer circle of human suffering and loss. Although palliative care has undergone years of development and growth, cancer patients themselves, we should all recognize, still face and experience kinds of death to which neither they, nor their loved ones, nor anyone else should and can agree. However, the high numbers of persons dying from cancer and the extensive range of their unmet needs, and the very history of palliative care itself can, in consort, distract us from palliative attention to all the other people who also face kinds of death -albeit from disorders quite different from cancer -to which neither they, nor their laved ones, nor anyone else should agree.
This Journal of Palliative Care was launched for several purposes, identified in its first and charter editorial (3) . One of the most central of the purposes was, and still is, the exploration of how the fundamental insights of hospice and palliative care can be extended, perhaps by quite different methods and emphases than those needed for the care of cancer patients, into other areas of illness and suffering. In the 1980s and 1990s, the Journal great efforts of palliative medicine to control pain and to manage symptoms really serve the deeper existential purpose of freeing the mind and time of dying persons from the dominance of distress. That freedom is meant to give these persons the time to do, to say, to hear all of the things that just may help them to hold together, to not fall apart, and to find a moment where there is no death and time does not unreel like a skein of yarn thrown into an abyss (7) 
illness and in bereaoement (8).
There is not one of these five statements that would restrict palliative care to the care of persons afflicted with cancer or other chronic illnesses leading inexorably to death.
The first of the above five statements merits a particular commentary in the context of the intensive care unit. We start with the central notion that palliative care is to help very sick people to live and die with dignity. What does this dignity involve?
Blaise Pascal said that a human being, even when subjected to the laws of nature that dictate descent into death, remains superior to the entire universe. This is so because a human being can know that he or she dies, while the universe knows nothing about what it does. True, but only partly. The balancing truth is that human dignity does not reside in the power for thought and knowledge alone. Dignity comes to mature expression in the power to act knowledgeably and sensibly, and to command respect for one's considered and cherished intentions.
Patients surviving on mandatory life-support technology are not always able to act in accordance with their considered and cherished intentions. They would often need help so to act, and they cannot always command attention, understanding, and respect from others for a choice and decision that seemingly contradict a constitutive purpose of medicine. These persons may wonder about the worth of being superior to the universe, when they feel inferior to a lifesupport machine because of an inability to command if, when, and for how long it will be used.
The kind of decisions that have to be taken for and with dying persons are not purely technical. They become an intrinsic component of the event of dying. Depending on the content and mode of these decisions, some people will have the chance to die well, masters of their dying, not alone and not lonely. Others may die before their time, without a chance to live their dying through. Others may die too late, reduced to biological systems that have to be tended. Some may die uninformed and unenlightened, caught trying to play Scene One when the drama is about to close. Still others may die, who could have lived. (9) So, I return to the central question: is there a time and a place for palliative care in the intensive care unit? The time for decisions about lifeprolonging treatment is a time marked by great uncertainty, by stress and distress, by anguish, and by the threats of impending loss. Preparing for these decisions, making them, and compassionate caring for the sick and for their families involved in these decisions and in the aftermath of these decisions are all integral elements of palliative care. If the intensive care unit is so often the place where such decisions have to be made and lived through, than the intensive care unit is a place for palliative care.
